Abstract One central goal of the enhanced Heavily Indebted Poor Countries (HIPC) Initiative and the more recent Multilateral Debt Relief Initiative (MDRI) is to free up additional resources for public spending on poverty reduction. The health sector was expected to benefit from a considerable share of these funds. The volume of released resources is important enough in certain countries to make a difference for priority programmes that have been underfunded so far. However, the relevance of these initiatives in terms of boosting health expenditure depends essentially, at the global level, on the compliance of donors with their aid commitments and, at the domestic level, on the success of health officials in advocating for an adequate share of the additional fiscal space. Advocacy efforts are often limited by a state of asymmetric information whereby some ministries are not well aware of the economic consequences of debt relief on public finances and of the management systems in place to deal with savings from debt relief. A thorough comprehension of these issues seems essential for health advocates to increase their bargaining power and for a wider public to readjust expectations of what debt relief can realistically achieve and of what can be measured. This paper intends to narrow the information gap by classifying debt relief savings management systems observed in practice. We illustrate some of the major advantages and stated drawbacks and outline the policy implications for health officials operating in the countries concerned. There should be careful monitoring of fungibility (i.e. where untraceable funds risk substitution) and additionality (i.e. the extent to which new inputs add to existing inputs at national and international level).
Introduction
"The original focus of the Heavily Indebted Poor Countries (HIPC) Initiative was on removing the debt overhang and providing a permanent exit from rescheduling. Relief can also be used to free up resources for higher social spending aimed at poverty reduction to the extent that cash debt-service payments are reduced. These are now twin objectives." The World Bank and the International Monetary Fund (IMF), 1999.
Forty one of the poorest and most heavily indebted countries, of which 33 are located in sub-Saharan Africa, are currently eligible to benefit from debt reduction under the enhanced HIPC Initiative and from cancellation of multilateral debt under the more recent Multilateral Debt Relief Initiative (MDRI). Many hopes and promises were attached to the launch of these initiatives. For the first time, the provision of debt relief was explicitly linked with the goal of poverty reduction: budgetary resources no longer needed for debt servicing were meant to be used for scaling up expenditure conducive to poverty reduction. 1 Given the important role of health in the achievement of the Millennium Development Goals, and the fact that all eligible countries identify this sector as a priority in their Poverty Reduction Strategy papers (although to a variable extent), health was expected to benefit from significant additional resources.
More than one decade after the launch of the HIPC Initiative and two years after the implementation of MDRI, it has become evident that the situation is far more complicated. One dollar of debt relief does not necessarily translate into one additional dollar of expenditure on poverty (let alone specifically on health). The successful realization of the initiatives' objective with regard to increased expenditure on poverty, and our capability to assess this question, depend on various internal and external factors. Internally, a very decisive one seems to be the ability of officials in ministries such as health and education to actively advocate for these resources. All too often, the ministry of health lacks crucial information about the overall amounts of debt relief available on an annual basis and about the procedures in place to manage them (Box 1).
In this paper, we present a classification of debt relief savings management systems and illustrate the different types with findings from our country case studies. The proposed classification is not new. It was introduced by the IMF and The World Bank 6 and has been used by other authors. 7 However, a thorough comprehension of its meaning and implications is essential for health officials in beneficiary countries to increase their bargaining power and for a wider public not necessarily familiar with the economics of debt relief to readjust expectations of what debt relief can realistically achieve and of what can be measured. We also present the major external challenge, i.e. the question of additionality to other forms of foreign aid, which may prevent current debt relief initiatives from having the desired impact. Finally, we ask for improved transparency and information flow at the national and international levels and propose a broader research agenda to tackle this issue.
Understanding debt relief
Debt relief under the current international initiatives has been presented to the beneficiary countries and to the wider public as a major source of funding for poverty reduction. However, the provision of debt relief has rarely been accompanied by a proper explanation of the nature of these funds and the mechanisms in place to manage them. At the country level, this has often led to high expectations and sometimes to frustration within those ministries that were supposed to benefit most.
Debt relief resources differ from other financing sources in an important respect: They do not constitute fresh money arriving from external sources. Rather, their immediate effect is to allow treasuries to retain general budget resources that would have otherwise been spent on debt repayment. The fiscal space thereby created can either be used to increase expenditure items (related to poverty reduction, but not necessarily), to pay down domestic or foreign debt or to lower tax rates.
9 Some countries may perceive the latter two options as being more cost-effective ways of reducing poverty over time, rather than scaling up social expenditure. Importantly, expectations must take into account the relative magnitude of the funds in the country context and whether or not the debt had been serviced in full. For countries that had not been servicing their debt in full, the fiscal space resulting from its cancellation would be smaller than the announced volume of nominal debt relief. In principle, to qualify for the HIPC initiative, a country must clear existing arrears to its creditors. In some cases, however, additional bilateral and/or multilateral assistance has been provided to help the country finance such arrears. When compared to past and present levels of public health expenditure, the annual savings as a result of the combined effect of different initiatives (in terms of additional fiscal space) can be significant. Table 1 provides an overview of the total amounts of nominal HIPC and MDRI assistance committed to the 23 countries that graduated from the HIPC initiative (i.e. reached completion point). The last column indicates how the average annual HIPC assistance in the 10 years following the completion point compares to the level of public health spending. In the 23 countries, the released amounts are equivalent, on average, to 70% of public health spending in 2005 (in six countries this proportion is even higher than 100%). Certainly, we would not expect any country to channel the entire amount of HIPC debt service savings to the health sector. This comparison is solely meant to illustrate that when compared to the government outlays for health (rather than to other measures such as gross domestic product or the government's total budget), the resources released annually by the HIPC Initiative can be significant. Note that the comparison does not include additional debt service savings, which may result under MDRI.
Debt relief management systems
With the inception of debt relief, recipient countries face a difficult policy choice. Should the savings from debt relief be managed in a different way from ordinary public resources, or not? On the one hand, donors and citizens ask for some reassurance that savings from debt relief are effectively used to increase spending on poverty reduction. To accommodate this demand, and in the light of rather weak public expenditure management systems, some countries have introduced specific mechanisms to deal with the proceeds from debt relief in parallel to their existing systems. On the other hand, a country's objective in the long run should be to improve the overall public expenditure management in view, to report on all public spending for poverty reduction. Creating a parallel system to track and report specifically on the use of debt relief savings may undermine such efforts. Our research shows that qualifying countries have adopted various approaches to deal with debt relief savings. Here we present three typical settings that are found in practice. 6, 7 Type 1: Institutional fund mechanism This system deliberately introduces a framework that allows clear distinction between the allocation and use of debt service savings and ordinary public resources. The extent of specificity can best be illustrated by the example of Cameroon where the following elements have been created: 11 (i) A special treasury account at the Bank of Central African States to deBox 1. WHO working group on the financial impact of debt relief initiatives
In 2006, a working group at WHO decided to take a closer look at current debt relief initiatives since various governments reported that they use HIPC funds for scaling up priority health interventions, notably their immunization programme. Three main reasons fuelled and justified this enquiry:
(i) The necessity to provide additional (external and domestic) resources to the health sector of many developing countries in order to progress towards the Millennium Development Goals;
(ii) The potential magnitude of additional fiscal space provided as a result of the combined effect of different debt relief initiatives; (iii) The lack of accurate information and analysis of the impact of debt relief on social sector spending in general and on health spending in particular, despite the wide publicity and importance attached to the launch of the HIPC initiative and the MDRI. 1 The results of the scarce studies are mixed.
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The main objective of this work is to analyse and document the experience of countries benefiting from current debt relief initiatives and to assess the financial impact of these resources on the health sector and immunization programme. The findings should ultimately feed into clarifications and recommendations for WHO staff and national health officials on how debt relief may be used to scale up health financing. Initial questions included: How much fiscal space is annually created in the budget of beneficiary governments as a result of debt relief? What is the share of resources allocated to the health sector? What are the mechanisms and procedures put in place to manage debt relief resources and how can health officials use them for their advocacy? And very importantly, are debt relief funds additional to ordinary resources for health at national and international level? By September 2008, case studies for 9 countries -Burundi, Cameroon, Madagascar, Malawi, Mauritania, Mozambique, Uganda, the United Republic of Tanzania and Zambia -had been conducted.
HIPC, Heavily Indebted Poor Countries; MDRI, Multilateral Debt Relief Initiative.
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Bulletin of the World Health Organization | November 2008, 86 (11) (iv) Regular technical and financial audits for projects financed through HIPC funds. As a consequence of this specific framework, HIPC resources are to an important extent off-budget. A supposed advantage is to provide a clear picture of what has been financed with debt relief resources. In addition, for health officials posit the savings from HIPC relief; (ii) A special codification for HIPC funds in the budget, which makes them easily distinguishable from other budget lines; (iii) A monitoring committee consisting of representatives from the ministries, development partners and civil society; in concerned countries, it is quite easy to know the overall amounts of annually available debt relief resources and the mechanisms involved in accessing these funds. Advocacy efforts can be targeted at these resources by submitting specifically designed projects for approval. Box 2 and Fig. 1 illustrate the example of Burundi where health advocates man- e Public health spending refers to general government expenditure on health (in 2005), i.e. the sum of outlays by government entities to purchase health-care services and goods, notably by ministries of health and social security agencies. Besides domestic funds it also includes external resources (mainly as grants passing through the government or loans channelled through the national budget).
Bulletin of the World Health Organization | November 2008, 86 (11) aged to receive more than one-third of the available debt relief savings from 2006 to 2008. Despite these apparent advantages, the institutional fund mechanism must be evaluated critically for two reasons. First, setting up separate institutional arrangements to manage the proceeds from debt relief may divert scarce human resources, capacities and attention away from the ordinary public expenditure management system. Second, the tracking of HIPC expenditures alone does not provide any guarantee for additional resources to the beneficiary sectors. Due to fungibility of funds (i.e. where untraceable funds risk substitution), a government might be tempted to reduce ordinary allocations to programmes that are already benefiting from debt relief resources. In such a context, it is therefore crucial to monitor and ensure that debt relief resources do not crowd out ordinary government spending but are provided in addition to it. However, the concept of additionality (i.e. the extent to which new inputs add to existing inputs at national and international level) is somewhat ambiguous and not undisputed. The inherent difficulty of this notion is that it requires a judgement of what would have happened to ordinary government spending in the absence of debt relief. It is basically for these reasons that the IMF and the International Development Association (IDA) discourage the implementation of institutional fund mechanisms for the management of debt relief resources.
6,12
Type 2: Virtual fund mechanism An interesting intermediary approach to the management of debt relief savings is the set up of a virtual fund mechanism. Under this system, the country's existing budget classification is adapted to tag (e.g. by using a special code) the savings from debt relief. The amounts released by debt relief, and in some cases the related expenditures, can be identified and tracked easily. Relying on the normal government procedures and standards for allocation, reporting and auditing, the virtual fund mechanism has the advantage of being fully on-budget by providing at the same time reassurance to donors and citizens regarding the use of debt relief resources. In 1998, Uganda was the first country to set up a virtual fund to 'ringfence' resources for the implementation of poverty-reduction programmes. 13 In the early years, HIPC debt relief resources were the major driving force behind increases in this funding. The IMF and the IDA welcome virtual funds as a temporary (bridging) mechanism to facilitate immediate tracking of poverty reducing expenditure, as long as they are conducive to the long-term goal of effective and comprehensive public expenditure management systems.

Type 3: Comprehensive expenditure tracking
At the other extreme are countries that abstained completely from any specific institutional arrangements or tracking for debt relief savings: Examples from our case studies are Malawi, Mozambique and the United Republic of Tanzania. The same allocation, reporting and accountability standards are used for debt relief funds and traditional budget resources. Depending on the accounting standards, debt relief resources may still be identified on the revenue side of the budget, but there is complete fungibility when it comes to expenditures. The major consequence in the context of our initial question is that potential benefits from debt relief initiatives for the health sector cannot be measured directly. The only way to assess whether the health sector may have indirectly benefited in this instance is to take a closer look at the overall level and trends of public health spending. On average, the annual amount of debt service savings represented 8% of the government's budget. The resources generated by debt relief are set aside in a separate bank account and managed outside the general budget. It is therefore possible to follow the specific allocation and use of HIPC resources. The health sector has been granted a very significant share of HIPC funds, receiving on average 35% of annual resources generated from 2006 to 2008. Health and education together accounted for three-quarters of total HIPC allocations. Fig. 1 illustrates that the HIPC resources in the years under consideration do not seem to have crowded out ordinary government allocations to the ministries of health and education (as indicated by the dotted line). Importantly, while HIPC resources for education were slightly more important in absolute terms, they made a much bigger relative impact on health expenditures. As a result of HIPC resources, Burundi's health sector budget more than doubled. 
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Bulletin of the World Health Organization | November 2008, 86 (11) Comprehensive expenditure tracking systems, which allow reporting on all poverty-reducing public expenditure (not just that financed by debt relief ), are clearly the favoured approach by the IMF and The World Bank. 6, 12 While this is certainly the desired option in the long run, it requires strong public expenditure management systems that provide enough assurance to donors and citizens that debt relief indeed helps to boost poverty related spending. Many of the countries analysed still display weaknesses in several areas of their public expenditure management. 14 Other drawbacks were mentioned by officials in the ministries of health during our country visits: Most importantly, compared to a type 1 or type 2 setting, there seems to be less information and transparency concerning the actual amounts of annual budgetary savings resulting from debt relief initiatives. We witnessed a state of asymmetric information, whereby the ministry of finance seems to be well informed about the potential fiscal space created by debt relief, while other ministries often lack this data. As a consequence, the ministry of health's bargaining power for resources (which are also intended to benefit the health sector) may be reduced.
The policy implication for health officials operating in a type 3 setting is that no direct advocacy for debt relief funds is possible. Efforts to scale up public health spending must focus on negotiations for the overall budget envelope. Experience from the case studies show that the ministry of health's bargaining power could be enhanced by:
(i) Satisfactory past and present performance of the ministry of health in terms of planning, budgeting, management of funds and outcome indicators; (ii) Good reputation of the ministry of health/health sector regarding governance (i.e. no scandals in the ministry, no perceived misuse of funds); (iii) A high absorption capacity, as evidenced by high implementation rates in the past; (iv) The credibility and comprehensiveness of the sectoral multiyear planning instrument; (v) A good understanding of the magnitude and composition of the funding available to the government for public expenditure (this includes being aware of how much debt relief has been received on an annual basis).
Additionality as a major external challenge
Donors have pledged that the amounts provided as debt relief would not compromise the volumes of other forms of official development assistance. This commitment is crucial and any breach would reduce the net benefit in terms of increased fiscal space in beneficiary countries. It is therefore essential to monitor net resource flows to assess whether donors comply with their initial promises. 15-17 A vital question with regard to MDRI is whether donors will provide sufficient additional resources to multilateral lending institutions (such as the IDA and the African Development Bank) to compensate them for the incurred losses. 18, 19 The implementation mechanisms applied by the IDA and the African Development Bank may lead to outcomes where individual countries are worse off after MDRI.
20 This is because MDRI alters the future lending policies of these institutions. The IDA, for instance, deducts, in a first step, an eligible country's forgone debt service in any given year from its performance-based annual IDA allocation. In a second step, compensatory donor resources will be reallocated across all IDA-only countries (except 'gap' countries) according to their performance. However, here again, measuring the real additionality of debt relief funds is difficult since it requires a counterfactual assumption regarding what would have been the volumes of traditional bilateral and multilateral development assistance in the absence of any debt relief.
Conclusion
Current debt relief initiatives can be an option for scaling up health financing. The volumes of released resources are important enough in certain countries to make a difference for priority programmes that have been underfunded so far. The relevance of these initiatives in terms of boosting health expenditure depends essentially, at the global level, on the compliance of donors with their foreign aid commitments, and at domestic level, on the success of health officials in advocating for an adequate share of the additional fiscal space. The occurrence of internal or external shocks to the country's economy may offset completely the potential benefits.
Knowledge and information about annual debt service savings and management systems, currently often monopolized by ministries of finance and/ or the international financial institutions, should be made available to other ministries to ensure transparency and accountability. In addition, international financial institutions should enhance transparency and improve communication with the concerned countries regarding the procedures used to deliver MDRI assistance, and in particular, its actual degree of additionality.
In light of the trend towards comprehensive expenditure tracking systems, the strengthening of the ministry of health's capacity in strategic planning, budget management and good governance becomes crucial. Furthermore, it seems desirable to support health officials beyond their technical role to encourage greater and more efficient involvement in the wider political arena (i.e. to make health priorities more prominent in their Poverty Reduction Strategy papers). More country-specific research would be desirable to assess the overall impact of debt relief on the availability of additional resources for priority interventions and on its effectiveness (compared to other aid instruments) in terms of improving (health) outcomes. Assessing this question by distinguishing the three standard types of debt relief management systems would be revealing. Finally, cross-country impact analysis of different policy choices regarding the use of debt relief savings (reducing taxes versus reducing domestic or external borrowing versus increasing social spending) would certainly shed new light on the discussion surrounding the optimal choices for achieving health promotion and poverty reduction. ■ 
Résumé
Les initiatives actuelles pour alléger la dette de certains pays fournissent-elles une solution pour financer plus largement leur secteur de santé ?
L'un des objectifs centraux de l'Initiative améliorée en faveur des pays pauvres très endettés (PPTE) et de l'Initiative multilatérale pour l'allègement de la dette (MDRI), plus récente, est de dégager des ressources supplémentaires pour les dépenses publiques en faveur de la réduction de la pauvreté. Dans ce cadre, il est normal que le secteur de la santé bénéficie d'une part importante de ces fonds. Le volume des ressources dégagées est suffisant dans certains pays pour modifier la situation de programmes prioritaires jusque là sous-financés. Néanmoins, ces initiatives ne serviront à stimuler les dépenses de santé que si, au niveau mondial, les donateurs tiennent leurs engagements en termes d'aide et que si, au plan national, les responsables de la santé sont suffisamment convaincants pour obtenir une part appropriée du budget public supplémentaire. Leurs efforts d'argumentation se heurtent souvent à une situation d'information à sens unique. Certains ministères sont peu au courant des conséquences économiques de l'allègement de la dette sur les finances publiques et des systèmes en place pour gérer les économies résultant de cet allègement. Une compréhension approfondie de cette problématique semble indispensable aux avocats de la santé pour accroître leur pouvoir de négociation et pour qu'un public plus large réajuste ses attentes quant à ce que l'allègement de la dette peut réellement permettre et à ce qui peut être mesuré. Le présent article s'efforce de combler ce manque d'information en proposant une classification des systèmes en place en matière de gestion des économies réalisées avec l'allègement de la dette. Il illustre certains de leurs avantages importants et inconvénients déclarés et expose leurs implications politiques pour les responsables de la santé dans les pays concernés. Il convient de suivre de près la fongibilité (à savoir le risque de substitution de fonds sans possibilités de suivi ) et l'additionnalité des fonds (à savoir dans quelle mesure les nouveaux apports s'ajoutent aux apports nationaux et internationaux déjà existants).
Resumen ¿Es posible aprovechar las actuales iniciativas de alivio de la deuda para expandir la financiación sanitaria en los países beneficiarios? Una meta fundamental de la Iniciativa mejorada para la reducción de la deuda de los países pobres muy endeudados (PPME) y de la más reciente Iniciativa Multilateral de Alivio de la Deuda (MDRI) consiste en liberar recursos adicionales para el gasto público dedicado a reducir la pobreza. Se esperaba que el sector de la salud se beneficiara de una parte considerable de esos fondos. El volumen de recursos liberados es en algunos países lo bastante importante para operar cambios reales en programas prioritarios que han estado subfinanciados hasta ahora. Sin embargo, el interés de estas iniciativas en cuanto a impulsar el gasto sanitario depende esencialmente, a nivel mundial, del cumplimiento por parte de los donantes de sus compromisos de ayuda y, a nivel nacional, de la eficacia con que los funcionarios de salud defiendan un reparto adecuado del espacio fiscal adicional. Los esfuerzos de promoción se ven limitados a menudo por una situación de asimetría de la información, pues algunos ministerios no son muy conscientes de las consecuencias económicas del alivio de la deuda en las finanzas públicas y de los sistemas de gestión implantados para manejar los ahorros derivados del alivio de la deuda. Una comprensión cabal de estas cuestiones parece esencial para dar más poder de negociación a los defensores de la salud y para que el público en general ajuste sus expectativas sobre lo que cabe esperar de forma realista del alivio de la deuda y sobre lo que es posible cuantificar. Este artículo aspira a colmar esa laguna de información clasificando los sistemas de gestión de los ahorros derivados del alivio de la deuda observados en la práctica. Ilustramos algunas de las principales ventajas e inconvenientes declarados y describimos las implicaciones normativas para los funcionarios de salud que operan en los países interesados. Es preciso seguir vigilando atentamente la fungibilidad (es decir, el riesgo de que unos fondos no rastreables se empleen en sustitución de otros) y la aditividad (es decir, la medida en que los nuevos insumos se añadan a los ya existentes a nivel nacional e internacional).
